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Abstract 
Today, nearly 20.5% of young people of in America are overweight or obese, affecting roughly 
12.7 million children and adolescents. The obesity trend has been shown to be a precursor not 
only to physiological ailments but also a major contributor to psychosocial issues. Obesity may 
be a trigger for low self-esteem with female adolescents presenting unique concerns with regard 
to the psychological effects of being overweight or obese. The purpose of this Doctor of Nursing 
Practice project was to determine if participation in a comprehensive weight management 
program for 50 female adolescents who are classified as overweight or obese significantly 
improves their self-esteem. The comparison study design measured self-esteem both prior to 
implementation of the weight management program and following completion of 12 weeks of 
the program. While the results were not significant, likely due to an unexpectedly low post-
intervention survey return, many lessons were learned regarding interventions that improve self-
esteem and benefit the psychosocial well-being of adolescent females as they transition to 
adulthood. Providers must refocus their attention on obesity in children, actively addressing 
quality of life concerns with as much fervor as physical concerns. 
 Keywords: obesity, overweight, adolescent, childhood, self-esteem, female, self-concept, 
body image 
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Weight Management Program on Self-Esteem 
in Adolescent Females Classified as Obese 
According to the Centers for Disease Control and Prevention (CDC), childhood obesity 
has more than quadrupled in adolescents in the past 30 years, and today, nearly one out of every 
three young people in America, ages 2 to 19, is overweight or obese, affecting roughly 12.7 
million children and adolescents. Obesity during childhood has been shown to be a precursor to 
numerous health problems in adulthood including bone and joint problems, sleep apnea, cancer, 
type 2 diabetes, hypertension and cardiovascular disease, as well as exhibiting a relationship to a 
diminished perception of quality of life (Griffiths, Parsons & Hill, 2010; Swallen, Reither, Haas 
& Meier, 2005; Zeller & Modi, 2006) and other psychosocial issues such as negative body image 
and body dissatisfaction, low self-esteem and depressive symptoms (Biro & Wien, 2010; 
Boutelle, Hannan, Fulkerson, Crow & Stice, 2010; CDC, 2014; Goldfield et al., 2010; O’Dea, 
2006; Pesa, Syre & Jones, 2000; Phillips & Hill, 1998; Perrin, Boone-Heinonen, Field, Coyne-
Beasley, 2010; Wang, Wild, Kipp, Kuhle & Veugelers, 2009; Xie et al., 2010).  
Significance 
The dramatic increase in the incidence of childhood obesity and sequela are associated 
with both physical and financial burdens that heighten awareness for the need to dedicate 
attention to swift and broad prevention and treatment strategies (Pomietto et al., 2009). Average 
annual medical expenditures are estimated to be roughly $732 higher for obese individuals than 
for normal weight individuals, and the cost of health care for patients with a BMI greater than 35 
is estimated at 44% more than those who are not obese, further emphasizing the link between 
elevated BMI and the cost of health care (Bhattacharya & Bundorf, 2009; Speiser et al., 2005).  
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Negative stereotypes of overweight and obese individuals, in combination with a 
romanticized ideal of the ideal female physique and the stigma over being overweight as less-
desirable, can affect girls’ body image and body satisfaction, which are correlated with lower 
self-esteem (Furnham, Badmin & Snead, 2002; Perrin et al., 2010; Xie et al., 2010). Obese and 
overweight adolescents may be at an increased risk of developing anxiety, low self-esteem, body 
dissatisfaction and depressive symptoms when compared to their overweight or normal weight 
counterparts, and the unique health needs of adolescent females require specific consideration 
when compared to their male peers (Boutelle et al., 2010; Brown, 2009; Chilton, Haas & 
Gosselin, 2014; Goldfield et al., 2010). 
Local Issue 
According to Blue Cross and Blue Shield of Kansas City (2012), the states of Missouri 
and Kansas rank 10th and 11th, making them two of the most overweight and obese states in the 
country  with as many as 30% of the youth affected in the 2 states. Those living in the Midwest 
are not isolated from this phenomenon and must be prepared to confidently address weight issues 
in daily practice.  
Diversity Considerations 
According to Caprio et al. (2008), eating habits can be heavily influenced by cultural 
considerations. Racial, cultural and ethnic differences in obesity perception may influence 
motivation for treatment and change. Lifestyle is also influenced by culture with parental role 
modeling and environment impacting access to healthy foods and encouragement of regular 
physical activity. Open and honest conversation is needed between the child, their family, and 
the provider to ensure everyone is working toward the same goal (Spear et al., 2007). 
Additionally, there is documented cultural disparity in access to and availability of health care 
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for treatment for obesity. The absence of insurance coverage could substantially impact the 
willingness of families to seek healthcare related to obesity due to out of pocket expenses 
incurred. Even for those with insurance coverage, the availability and quality of healthcare for 
different populations can be variable. Inadequate or even non-existent reimbursement is also a 
noteworthy barrier to the treatment of obesity in children (Caprio, et al., 2008). 
In their 2015 Equity and Diversity Report, the Midwest children’s hospital at which this 
study was conducted,  speaks to a number of details surrounding diversity initiatives. The vision 
of the hospital speaks to their commitment by including the provision of culturally competent 
care in an inclusive environment as one of their goals. This is important to consider because the 
sites for this proposed project will be within this health system. This report also breaks down 
patient demographics, showing that 57.5% of the patient population is Caucasian, and 42.5% of 
patients identify themselves as African-American (20.3%), Hispanic (12.7%), Multi-Racial 
(4.3%), other (3%), Asian (1.7%), Native American (0.3%) or Pacific Islander (0.2%.  
Problem and Purpose 
Problem Statement 
 Today, nearly 20.5% of young people in America, ages 12-19, are overweight or obese, 
affecting roughly 12.7 million children and adolescents. Obesity has been shown to be a 
precursor not only to physiological ailments, but it is also a major contributor to psychosocial 
issues such as diminished self-esteem, negative self-image, and body dissatisfaction (Biro & 
Wien, 2010; CDC, 2016; Ogden, Carroll, Fryar & Flegal, 2015). Studies addressing self-esteem 
or self-concept in obese adolescent females consistently show a correlation between elevated 
Body Mass Index (BMI) and low self-esteem when compared to lower-BMI peers.  
 
WEIGHT MANAGEMENT AND SELF-ESTEEM 6 
Purpose 
 As childhood obesity has more than quadrupled in adolescents in the past 30 years, 
universal agreement exists that obesity starting in the early years of life must be addressed in 
order to curtail effects that could negatively impact health in the future. The purpose of this DNP 
project was to evaluate if participation in a weight loss program for female adolescents who are 
classified as overweight or obese significantly improves their self-esteem through participation 
in a weight management program rather than focusing solely on weight loss. 
Facilitators and Barriers 
Facilitators for this project included study participants’ peers and family members, 
healthcare providers and staff, and the weight management program at a Midwest children’s 
hospital. This hospital provides multiple healthcare services and the PHIT clinic is the 
department that will be utilized for this project. The PHIT Clinic facilitators for this project were 
the Director of Health and Wellness and one of the staff nurses within the clinic. The economic 
component is a project facilitator. No costs were incurred by the participants of their families, 
and the education provided is of no expense to them. Only minimal cost was incurred by the 
PHIT clinic (see Appendix A).  
The well-established nature of the PHIT clinic promoted sustainability of the intervention 
during this project. The DNP student met with Director of Health and Wellness and engaged in 
written correspondence with the PHIT clinic nurse prior to the start of the study. The PHIT clinic 
team was eager to have an additional project as well as additional student support. The main 
concern with sustainability was securing participants initially and securing participants who 
would complete the program.  
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Potential barriers related to this project included the lack of participants due to patients 
not meeting criteria or unwillingness to complete the weight management program. Lack of 
provider engagement and perhaps bias to aid in identifications and referral were identified as a 
potential barrier to secure participants. Time constraints were also thought to be an issue in the 
busy project setting as providers may fear that referral and conversation would be time 
consuming and keep them from other important tasks.  An additional potential barrier for this 
project is that of transportation. The intake location for study participants was located in the 
northern part of the city, but the weight management program location is in an urban area of the 
city.  
Review of Evidence 
PICOTS 
 In adolescent females classified as overweight or obese, does participation in a weight 
loss program improve self-esteem from baseline measurement to post-intervention measurement 
following 12 weeks of treatment in a weight management clinic? 
Search Strategies 
 The literature search began with basic terms of self-esteem, adolescent, female, obesity 
and overweight. Then, self-esteem, body image and self-concept were added as body image and 
self-concept were closely aligned. As studies were further analyzed, search terms broadened to 
include quality of life, depression, weight management, exercise, treatment guidelines, and nurse 
practitioner. The initial exploration of the topic using the search words both individually and in a 
variety of combinations yielding 22,500 results: however more specific search criteria with a 
tighter date range, 2006 to present, narrowed the search 350 studies.  Ultimately, the final list of 
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27 studies was selected based on significance and applicability to the current study question, and 
one study from 1998 was retained because of relevance (see Appendix B).  
 Study designs and levels of evidence were variable among the 27 studies used. Levels of 
evidence classified from level one to level seven with fifteen of the studies categorized as level 
four. Two level one studies were explored, three level two studies were noted, levels three 
studies were represented with one study, four level five studies were utilized, and levels six and 
seven were each represented with one study (Melnyk & Fineout-Overholt, 2015). Three studies 
were experimental in nature, while 21 of the studies were non-experimental and only one was 
classified as quasi-experimental. Two of the studies examined were evidence-based guidelines.  
Twenty-three studies were quantitative, and these included a variety of types: longitudinal, 
prospective, correlational, cohort, systematic reviews, randomized controlled trials (RCT) and a 
cluster RCT, integrative review, and one quality improvement study. Only one study included 
was qualitative. 
Evidence by Sub-Topics 
The sub-topics addressed in this synthesis include self-esteem/self-concept, body 
image/body dissatisfaction, depressive symptoms; perception, quality of life; weight loss 
programs; evidence-based guidelines; prevention and treatment of childhood obesity (see 
Appendix C). 
Self-esteem/self-concept, body image/body dissatisfaction, depressive symptoms. 
Studies addressing self-esteem or self-concept in overweight or obese adolescent females 
consistently show a correlation between elevated Body Mass Index (BMI) and low self-esteem 
when compared to lower-BMI peers. Four studies addressed the concept of self-esteem and self-
concept with a combined total of 15,000 subjects, and findings indicated that overweight and 
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obesity have a significant impact on how young women in adolescence feel about themselves 
(O’Dea, 2006; Perrin, et al., 2010; Phillips & Hill, 1998 & Wang et al., 2009). An additional 
study addressing psychosocial issues associated with body weight pointed to a relationship 
between low self-esteem and being overweight (Pesa et al., 2000).  
Data from nearly 11,000 overweight and obese female adolescents were collectively 
evaluated, finding that weight status had a strong relationship to body dissatisfaction and that 
body image perception and satisfaction ultimately play a significant role in self-esteem and the 
overall well-being of adolescents (Goldfield et al., 2010; Neumark-Sztainer, Paxton, Hannan, 
Haines & Story, 2006; Perrin et al., 2010; Pesa et al., 2000; van den Berg, , Mond, Eisenberg, 
Ackard & Neumark-Sztainer, 2010; Xie et al., 2010).  Specifically, van den Berg et al. (2010) 
examined data from 4,700 adolescents and found that the association between body 
dissatisfaction and self-esteem was substantial in overweight and obese girls. Work by both 
Boutelle et al. (2010) and Pesa et al. (2010) also acknowledged the contribution of weight status 
to body dissatisfaction, and ultimately low self-esteem, may all factor in collectively as 
mentioned prior with regard to self-esteem.  
Boutelle et al. (2010), Goldfield et al. (2010) and Xie et al. (2010) collectively evaluated 
data from over 2000 overweight and obese adolescent females and found a relationship between 
obesity and an increase in depressive symptoms, with body image perception identified as an 
important factor. Boutelle et al. (2010) acknowledge that weight status alone may not be 
responsible for the relationship between obesity and depressive symptoms; rather, the 
contribution of weight status to body dissatisfaction, and ultimately low self-esteem, may all 
factor in collectively to self-esteem. 
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Perception.  Perception was a powerful theme in five of the studies. Females 
misperceive themselves as overweight more often than their male counterparts and also have 
higher body image dissatisfaction than males, which can in turn contribute to lower self-esteem 
(Perrin et al., 2010; Xie et al., 2010). Almeida et al. (2012) noted the power of perception, 
finding that self-perceived body image had a stronger association with depressive symptoms than 
actual BMI. Research findings indicate that those with existing low self-esteem were twice as 
likely to misperceive themselves as overweight, opening the question of which phenomenon 
comes first (Perrin et al., 2010).  
Quality of life. The emotional consequences of being overweight or obese as a female 
have far-reaching effects.  One of these effects is the increased risk for an impaired health-related 
quality of life (HRQOL) which includes factors such as perception of general health, functional 
limitations, illness symptoms, depression, self-esteem, social functioning, and other 
psychological implications (Griffiths et al., 2010; Sullivan, 2010; Swallen et al., 2005; Zeller & 
Modi, 2005).   
Four studies reviewed for the inquiry demonstrated inconsistent findings, indicating a 
need for additional research pertaining to HRQOL. In a large cross-sectional analysis (n=4743) 
by Swallen et al. (2005), no statistically significant relationship between BMI and the 
psychosocial components of HRQOL were found. Contrary to the Swallen study, results from a 
systematic review performed by Griffiths et al. (2010) encompassing a total number of subjects 
surpassing 15,000, supported the impact of obesity on all quality of life domains as did a smaller 
study of 166 obese youth conducted by Zeller and Modi (2005). These findings were further 
supported by Sullivan (2010) whose review of the psychological implications of obesity 
generated the overall statement that the QOL is worse in obese children. 
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Weight loss programs.  Two RCTs with a combined total of 702 adolescent females 
were reviewed, each with the objective to evaluate school-based obesity prevention programs 
(Nutrition and Enjoyable Activity for Teen [NEAT] Girls and New Moves; Lubans, Morgan, 
Okely, Dewar & Collins, 2012 and Neumark-Sztainer et al., 2010). Additionally, a larger study 
addressing 14,000 students participating in the Pennsylvania Department of Health Active 
Schools Program (ASP) was reviewed, and the purpose of the study was identified as evaluation 
of the ASP’s effects on physical fitness and weight status (Erfle & Gamble, 2015). Outcome 
measures were similar for both the NEAT Girls and New Moves programs, and neither study 
yielded statistically significant results with regard to self-esteem measures or reduction in 
percentage body fat or BMI. Erfle and Gamble, however, did note a significant improvement on 
BMI percentile in their ASP intervention group. The 2010 Neumark-Sztainer study (New 
Moves) noted improvements in factors such as sedentary activity, eating patterns, unhealthy 
weight control behaviors and body/self-image, but the absence of significant change in 
percentage body fat and BMI could be explained by the presence of only 46% of subjects being 
overweight or obese.  
 Evidence-based guidelines. One clinical practice guideline, cosponsored by the 
European Society of Endocrinology and the Pediatric Endocrine Society, was included in this 
synthesis (Styne, et al., 2017). In addition to the guidelines, one White Paper from the American 
Nurse Practitioner Foundation (ANPF) was also included (ANPF, 2013). Both were developed 
by a panel or task force of nurse practitioners or experts in the prevention and treatment of 
obesity. The White Paper was specific to the prevention and treatment of adult obesity, but the 
information was found to be useful due to strategies presented and the possibility that some of 
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the strategies could be translated to the pediatric population. The use of an adult-specific White 
Paper could certainly be considered a limitation in evidence.   
Diagnosis.  The summary of recommendations in both guidelines is comprehensive. Both 
cite the importance of diagnosing overweight and obesity through both measurement and 
assessment. BMI is the gold-standard for diagnosis of overweight and obesity. The CDC defines 
overweight as a BMI  > the 85th percentile but < 95th percentile for age and sex, and defines 
obese as a BMI > the 95th percentile and extremely obese as a BMI > 120% of the 95th percentile 
(2016). In addition to BMI measurement and encouragement of plotting these measurements on a 
graph for visual representation, both guidelines encourage assessment of comorbidities and 
current medication regimen.  
Treatment.  Recommendations from ANPF (2013) and Styne et al. (2017) emphasize the 
importance of treating the patient as a whole with individualized and patient/family centered care 
and interventions.  Both highlight the importance of reduced appropriate caloric intake, portion 
control, additional counseling with allied health professionals when needed and reduction of 
inactivity/increase of physical activity for weight loss. Styne et al. (2017) further expand upon 
physical activity recommendations by using those set forth by the U.S. Department of Health and 
Human Services in 2008.  The recommendations encourage a goal of 60 minutes of physical 
activity daily, whereas the emphasis on physical activity by the ANPF focuses on individualized, 
incremental and achievable goals leading up to the final goal of regular physical activity-30-60 
minutes of moderate physical activity on most days a week.  
Prevention and treatment.  In evaluating studies regarding prevention and treatment 
recommendations for childhood and adolescent obesity, two studies spoke directly to the use of 
screening tools to start conversations with both patients and family members about pediatric 
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obesity.  Sharpe, Bishop, Devries and Derouin (2016) reported the results of their quality 
improvement study which involved implementation of the Starting the Conversation (STC) 4-12 
tool in a primary care setting.  Gauthier (2014) provided insight into the use of a health 
information technology-based system (Heartsmart Kids [HSK]) used to provide a means for 
starting conversations about weight and weight-related behaviors between children, their parents 
and their provider. Both of these interventions spoke specifically to the nurse practitioner 
population of providers.  
 Prevention.  Four studies were reviewed with regard to prevention. In a systematic 
review performed by Reilly (2006), a review of 6 RCTs by Seal and Broome (2011), and a 
cluster RCT by Taveras (2011), summarization of interventions recommended for the prevention 
and treatment of pediatric obesity were identified. Both studies stressed the importance of 
avoiding overweight and obesity in order to circumvent the associated complications, as does a 
review conducted by Calamaro and Waite (2009). The Calamaro and Waite (2009) and Seal and 
Broome (2011) studies emphasized the importance of preventing obesity, but also place strong 
emphasis on secondary prevention of the psychosocial effects of overweight and obesity, 
specifically that of depression. Styne et al. (2017) suggest that clinicians promote the ongoing 
healthy dietary and physical activity education of children and adolescents and their families, 
communities and schools (2017), and the ANPF also emphasizes the importance of community-
level interventions to ensure an infrastructure that can help individuals and communities achieve 
health goals (2013). Healthy eating habits and physical activity are emphasized in both sets of 
recommendations, as are healthy sleep patterns and balance of unavoidable screen time with 
electronic devices.  Another common theme was that of involvement of family members and 
other support systems.  
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 Treatment. The importance of family-based interventions was a common theme between 
studies, and treatment success has been found to be most probable when the whole family is 
treated and not just the child. Consistent treatment recommendations included healthy eating 
such as increased consumption of fruits and vegetables and decreased consumption of high 
energy density foods, increased physical activity and reduced sedentary activities, and self-
monitoring of lifestyle and weight (Reilly, 2006; Seal & Broome, 2011).   
Theory 
 The theory to support the foundation of this study was Dorothea Orem’s Theory of Self-
Care Deficit. This theory explains why people care for themselves, and self-care is reference to 
the actions in which people engage to promote life, health and well-being. Self-care is 
conceptualized as a deliberate action, and when thought of in reference to childhood overweight 
and obesity, one can make the connection of self-care to nutritional intake, portion control, 
physical activity and other components of weight management (Berbiglia & Banfield, 2010). 
Nursing agency empowers nurses to represent themselves as educated professionals, form a 
relationship with a person, and aid the individuals in developing their own self-care agency or 
their ability to meet their own health-related requirements. This theory has been used in 
countless studies and can be applied to many situations involving the need for individuals to 
engage in actions that will ultimately promote their health and well-being.  
Methods 
IRB Approval, Site Approval, Ethical Issues and Funding 
The subjects were from a vulnerable population, necessitating IRB approval and careful 
consideration of study ethics. The primary IRB for the project was the site IRB. The primary on-
site facilitators for this project had already engaged in dialogue with the student investigator and 
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were supportive not only of the study, but of the intent behind the study, hoping to utilize the 
data gathered for long-term benefit in the PHIT clinic.  
Ethical considerations were reviewed with the PHIT clinic team, and agreement was 
reached that no ethical dilemmas were present. Self-esteem assessment provided minimal risk of 
harm to subjects, and participation was voluntary. The student investigator had no conflict of 
interest, only interest in enhancing the health and well-being of youth in our community. Full 
financial support was offered from PHIT clinic administration to assist with this project.  
Setting and Participants     
Participants meeting inclusion criteria consisted of female adolescents, ages 12-17 
classified as overweight or obese according to body mass index (BMI) criteria set forth by the 
Centers for Disease Control and Prevention (CDC). Additional inclusion criteria was willingness 
to participate, parental willingness to participate, and ability to participate in a weight 
management program focused in the PHIT clinic. Exclusion criteria included males, females 
under the age of 12 and over the age of 17, and potential participants who do not have the 
willingness or ability to participate in all aspects of the weight management program. The 
sampling method was inclusive of all female adolescents meeting the BMI criteria. The goal was 
to identify a minimum of 30 participants to take part in this project.  
EBP Intervention  
The primary intervention for this project was the work of the PHIT Kids weight 
management program. Patients in the program receive individualized and inter-professional care 
from a dedicated team of clinical and academic experts that includes registered dietitians, 
physical therapists, pediatric psychologists, education coordinators, social workers, pediatricians, 
nurses, and nurse practitioners.  The Weight Management program is part of an area Center for 
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Children’s Healthy Lifestyles & Nutrition. As a partnership among the Midwestern children’s 
hospital, a local university and other academic institutions, the Center represents an extension of 
the community’s collaboration in the area of pediatric obesity research.  Evidence based 
interventions used in the program included educational modules related to nutrition, portion 
control, physical activity and behavior change. 
Recruitment of subjects was offered for all adolescent females within the PHIT clinic 
weight management program meeting inclusion criteria and occurred on a voluntary basis. 
Following identification of potential participants, child and parent interest was assessed with 
informed parental consent obtained for participation. As part of the intake process, and prior to 
any intervention or education, measurement of the adolescent’s baseline self-esteem was 
evaluated. Only a designated number of PHIT clinic team members administered the pre-and 
post-intervention self-esteem assessment, and each of those parties received training specific to 
the tool and how to administer and consistently score. The data were kept confidential and secure 
for comparison to the post-intervention score. The PHIT clinic provided educational topics 
including nutrition, portion control, physical activity and behavior change, all of which are 
covered throughout the complete program consisting of 18 weekly sessions with monthly follow 
up for a total of two years (see Appendix D). The student investigator collected data after 12 
weeks of participation to evaluate the presence of any short-term effects, and participants were 
not asked to complete a post-weight management program self-esteem assessment if they did not 
complete the full 12 weeks.  
Change Process and EBP Model 
 According to the social cognitive theory (SCT), behavioral change is determined by 
interactions between environmental, personal, and behavioral elements and an individual's 
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behavior may change their environment as well as the way they think or feel (Bandura, 1986). 
SCT applies to this project as it addresses the interaction between personal factors such as self-
esteem and self-concept along with behavioral concepts involved in a weight management 
program such as eating habits and physical activity as well as environmental factors that might 
come into play such as peer support/acceptance (see Appendix E). With regard to change theory 
and evidence-based practice model, the Model for Evidence-Based Practice Change is a six-step 
process used to guide the change during the project (Melnyk & Fineout-Overholt, 2011).  
Study Design 
 The study design of this project was a non-experimental, comparison, cohort study.  
Adolescent females enrolled in the PHIT clinic program that met the criteria of either overweight 
or obese according to BMI parameters were identified, and a self-esteem assessment was 
obtained both pre-and post-participation following the completion of 12 weeks of an 18-week 
weight management program to ascertain if there was a statistically significant difference in self-
esteem after completion of the program. Establishing a foundation of evidence that supports an 
improvement in self-esteem related to completion of a weight management program could 
motivate further research into the topic to determine the effects of weight loss on psychosocial 
wellness.  
Validity 
  Internal validity of this study was well controlled through partnership with a stable 
already-existing weight management program with highly trained staff conducting the 
interventions. The self-esteem assessment tool was also a strength as it is a commonly used, 
reliable and valid measure. It was only administered by professionals who received training 
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specific to the tool.  Concerns with this type of program included support at home and buy-in 
from the family to ensure appropriate encouragement, compliance and success.  
External validity was promoted through a representative sample of adolescent females. 
Those who seek care from facilities affiliated with the Midwestern children’s hospital are 
generally diverse and representative of the community, therefore generalizability was expected. 
Despite efforts to secure the most robust sample size possible, the smaller sample size caused 
concern for decreased generalizability. Additional efforts toward optimizing validity involved 
the consistency demonstrated in a well-established program. While education and interventions 
were unique and individualized to each participant’s needs, evidence-based practice 
interventions were used in the study.   
Outcomes to be Measured 
The project outcomes measured included recruitment, participation and completion of the 
weight management program, and self-esteem.  The data compared were collected from a pre-
and post-self-esteem survey using the Rosenberg Self-Esteem Scale. 
Measurement Instruments 
The Rosenberg Self-Esteem Scale (RSES) has been identified as a tool for assessing 
global self-esteem. Psychologists and sociologists commonly use this instrument as a vital part of 
self-esteem measurement in social science research and it is used with adolescents, the 
population of focus in the study.  
  Validity and reliability of the RSES are well documented. Test-retest reliability 
demonstrates correlations of .85 and .88, and the Guttman scale coefficient demonstrates 
reproducibility at .92, showing strong internal consistency. The RSES correlates strongly with 
other measures of self-esteem, and it has an inverse relationship with measures of depression and 
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anxiety (Rosenberg, 1989). Participant completion of this 10-item scale is relatively simple, 
grading the series of questions on a 4-point Likert scale ranging from answers of strongly 
disagree to strongly agree (see Appendix F). Scoring is more cumbersome than participant use, 
but detailed directions are available to preserve accuracy. 
 Permission is not required for use of the RSES, nor are there any applicable fees. 
Florence Rosenberg, the wife of the RSES’s late creator, has given permission for use of the 
RSES, provided use is for educational and professional research. The only request of Mrs. 
Rosenberg is that credit is given to Dr. Rosenberg for use of the scale through citation in 
publications, papers, and reports. The foundation that supports use of the RSES requests copies 
of any published works resulting from use of the RSES (Psytoolkit, 2017).  
Quality of Data 
 The desired number of participants for this study was set at 50 adolescent females who 
meet the BMI requirements for intervention. Using a power calculator with the assumption that 
the mean for the sample was a score of 20 (range of the scale is 0-40 with a score of 15-25 
considered average), and the expected score of the study sample was 15, the power was 
calculated as 1.0.  
Baseline data from the RSES and post-intervention data were gathered following 12 
weeks of participation in the weight management program. The primary concern with post-
intervention data collection was the possibility that participants might complete the scale and 
score the questions in a manner they believed the team wanted to see, such as improved self-
esteem. There was no plan to compare study data to benchmarked data, as the goal was to see 
effects of the weight management program post-completion when compared to pre-
implementation.  
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Analysis Plan  
Descriptive statistics were used for the demographic data to describe the participant 
sample. It was also important to capture demographic descriptions of which participants are 
overweight versus obese, and information such as age, race and socioeconomic status were 
gathered. A paired t-test was used to determine if there were statistically significant differences 
between the pre-and post-intervention assessments. SPSS was used in data analysis for this 
project.  
Results 
Setting & Participants 
 Participants were surveyed on three different occasions from August, 2017 until 
February, 2018. This time period included three intervention groups through the PHIT Clinic. 
The group numbers totaled 38 children of which 19 met the inclusion criteria. Study participants 
represented multiple races and diverse economic backgrounds, allowing a comprehensive look at 
the effects of the program on a wide-range of children. The children were able to make friends 
and feel at ease with others their own age through team building activities which were both 
educational and fun.   
The setting was not only key in this program, but also intentional. The facility is a stand-
alone building and the children meet there after 5 o’clock when most of the employees have gone 
home, optimizing privacy.  One of the comments that overweight and obese patients often tell 
providers about an unsatisfactory visit to the doctor is that they always have to weigh me in front 
of other people. This clinic setting is intended to put children at ease and instill a sense of safety 
from discrimination secondary to weight. The staff is educated to avoid talking about weight 
during the classes and participants are only weighed in a private room with no one else except 
WEIGHT MANAGEMENT AND SELF-ESTEEM 21 
parents present.  The facility, staff, and practices at the PHIT clinic are an integral part of the 
success of the program and the children. 
Participant data were collected in a pre and post intervention format with the RSES. As 
anticipated, the post-intervention survey response rate was lower than the pre-intervention 
response. Even though this was anticipated, the post-intervention response was substantially 
lower than expected.  A total number of 6 post-intervention surveys, of the 19 original pre-
intervention surveys at the onset of the program, were returned. This is considered a weakness in 
this study and provides less data than desired.   
Intervention Course 
 The intervention aspects of the PHIT clinic included education in areas such as exercise 
routines, food label education, portion control, discussion about the prevalence of childhood 
obesity, and a support system within the group when needed. During group time, the education 
topics were discussed with the hope of helping participants develop a better understanding of 
how we move and what we consume affects the way we feel and the way we look. The children  
worked on the interventions without complete awareness due to the fact that facilitators made 
learning fun and productive; never punitive or shaming.   
 Peak participation was noted at the onset of the program. The weight management 
program runs over a duration of 12-weeks which presents a challenge for participants to attend 
all of the classes. The PHIT team understands this and is lenient with attendance, but the value of 
giving these children comprehensive information for optimal success is of utmost importance. 
Participant numbers were affected by the weather such as driving conditions in inclement 
weather or the distraction of a beautiful spring day. Activities like parent teacher conferences, 
family commitments, sporting events in which the children participated, or professional sporting 
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events were all factors on attendance, and the PHIT clinic staff anticipated these barriers. The 
significance of post-intervention attrition was not anticipated. 
Outcome Data by Sub-Topic 
 Scoring from the RSES was utilized for statistical analysis, with higher scores indicating 
higher self-esteem. Paired sample statistics revealed a mean raw score of 30 pre-intervention and 
32 post-intervention, demonstrating what appears to be a slight increase in self-esteem. However, 
the post-intervention n was only 6, affecting the power of the sample. Significance was set at 
.010, and the 2-tailed paired samples t-test was not significant (p=.087).  
Discussion 
Successes 
 Data demonstrated that simply attending the program led to a slight increase in self-
reported self-esteem over time, although the results were not statistically significant. Also, one of 
the points of success in this research study was learning and believing in the processes needed to 
produce useful data.  Presenting an idea to professionals who not only see benefit in the idea of 
studying self-esteem, but also back the project as if it was part of their core program curriculum 
is an important success that cannot be overlooked. Having a data set at the conclusion has been 
rewarding. Looking at interventions that improve self-esteem in these teenagers will benefit them 
as they transition to adulthood. Arming children with the tools to be successful and health-
conscious potentially improves their outlook on difficult issues and can improve their response 
and promote the power to evoke positive change on their own. 
Study Strengths 
 The urban pediatric hospital serving as the site for this study is part of the fabric that 
makes up the metropolitan community.  The main campus is centrally located and a number of 
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satellite facilities exist throughout the city. Most of the care is delivered in the downtown area, 
and in this researcher’s opinion, that is no accident.  The area housing the hospital contains two 
major hospitals and an allied health school located within very close proximity. The campus is 
located in a lower socio-economic area and all of the entities within have chosen to stay at their 
locations to better serve all the citizens in the area, including numerous underserved populations. 
The geographic position of the PHIT clinic within the main campus is a strength that 
demonstrates the hospital’s commitment to serving all children in the metropolitan area.  
 The PHIT clinic has an impressive record of success because of the organizational 
commitment to treating the childhood obesity epidemic. The study site hospital sees the 
importance of the topic and chooses to invest in the promotion of positive lifestyle changes in 
children. Staff members within the PHIT clinic are dedicated to each individual child and family 
that comes to them for help and a group of providers have made the PHIT clinic mission their 
professional calling. 
Positivity is a cornerstone of strength in this study thanks to the team of professionals that 
have been assembled to perform the work.  The children in the program are encouraged to voice 
their opinion or share concerns and even be negative, but they are quickly redirected by the staff 
to turn negative thoughts into positive thoughts by talking with their peers to come up with 
solutions.  This was a common theme in most of the group activities witnessed by the 
investigator and it was evident that this type of ambiance was not accidental. The patience and 
positivity of the staff were one of the greatest strengths to the intervention component. 
Results Compared to Evidence in the Literature 
 Previously published studies focusing on the relationship between weight status, body 
dissatisfaction, and low self-esteem yielded results more significant than those achieved in this 
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study. The most defining study shared data from nearly 11,000 overweight and obese female 
adolescents. The study found that weight status had a strong relationship to body dissatisfaction 
and that body image perception and satisfaction ultimately play a significant role in self-esteem 
and the overall well-being of adolescents (Goldfield et al., 2010; Neumark-Sztainer, Paxton, 
Hannan, Haines & Story, 2006; Perrin et al., 2010; Pesa et al., 2000; van den Berg, , Mond, 
Eisenberg, Ackard & Neumark-Sztainer, 2010; Xie et al., 2010). 
Limitations 
Internal Validity Effects 
 One of the possible sources of internal validity effects could have been inflated self-
esteem scoring by participants who answered survey questions in a manner that reflected a 
higher-than-actual self-esteem. Additional confounding factors could have been the pure effect 
of weight loss if applicable, or it could have also been a result of the teamwork and bonds built 
between participants who share commonalities. Bias was largely protected through extensive 
training of staff within the PHIT clinic, although participants could not be fully sheltered from 
any conscious or unconscious bias in other areas of the hospital. One of the largest concerns 
regarding collection of data involved unreliable collection. Because this investigator was not 
present for data collection, PHIT clinic staff members were trained to administer the Rosenberg 
self-esteem scale both pre and post-intervention. One of the weaknesses identified was the post-
intervention response rate, and it is a concern that PHIT clinic personnel were simply not as 
engaged in the need for robust follow-up data. 
External Validity Effects 
 The PHIT program has a defined regimen and routine, so this would enhance 
generalizability. Participation in the PHIT clinic program is dependent upon referral, so it is the 
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motivated children and families that will follow up with the referral, leading to possible effects 
of generalizability. And while the composition of participants is diverse, generalizability could 
have certainly been affected by access to transportation and educational preparation of parents. 
Additionally, the small post-intervention response rate could affect generalizability in that it did 
not allow for a strong sample size for comparison data. 
Sustainability of Effects and Plans to Maintain Effects 
 Sustainability has been a concern as there is minimal control or follow-up with 
participants once they graduate from the PHIT clinic program. It is the hope that at the 
conclusion of the entire program, participants and their families will be armed with skills and 
motivation to continue living a healthy lifestyle and focusing on weight management, but there is 
no oversight. 
Efforts to Minimize the Study Limitations  
 Despite efforts to engage staff members in charge of data collection aware of the 
importance of post-intervention survey completion both at the onset of the study and between 
start dates for each enrollment class, application of results is admittedly difficult due to the 
lower-than-expected response rate post-intervention. While the scores demonstrated a slight 
increase between pre and post-intervention (30 and 32, respectively), the results ultimately did 
not support what had previously been found in the literature. The mean pre-intervention score of 
30 was actually higher than the RSES average scoring range of 15-25, indicating the study 
subjects began the program with a baseline self-esteem considered above average. Admittedly, it 
is difficult to apply results with such a low n post-intervention.  
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Interpretation 
Expected & Actual Outcomes   
 Expected results included data that supports the relationship between overweight and 
obesity and low self-esteem and poor body satisfaction. This is a phenomenon supported in 
literature, and one that this investigator hoped to replicate. Actual results included the low 
response rate post-intervention and a higher-than expected pre-survey self-esteem mean. Perhaps 
it was naivety or inexperience, but there was simply an assumption that there would be a stronger 
degree of motivation to participate in this study from start to finish.  
Another unexpected turn in this study was that of provider bias against overweight and 
obese children and the role that can play in both children’s and parents’ willingness to seek 
healthcare and resources to battle overweight and obesity. This topic, which manifested as a 
concern later in the study, is one that could have potentially affected the participants’ willingness 
to answer the survey questions honestly, and one that CMH plans to address in future research.  
The investigator in this study was not an employee within the PHIT clinic, nor 
continually present in the care environment. It is speculated that these two factors led to an 
absence of passion on the part of designees to routinely administer the self-esteem scale at 
identified times.  
Intervention Effectiveness  
 Observed and expected outcomes were not as congruent as hoped. The strength of study 
data was a limitation due to the small response rate of post-intervention participants. Causal 
mechanisms for change in self-esteem could have been weight loss rather than the other 
interventions that took place within the program. The effectiveness of the interventions could 
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have been optimized through a consistent setting, consistent staff and a conscious reduction of 
provider bias in the PHIT clinic environment. 
 Intervention is most likely to be effective in a setting that focuses on education presented 
over a period of time. There must be opportunity for education and fellowship over a span of 
time in order to decipher if there is a difference in state-of-mind upon intake into a weight 
management program and again upon exit. 
Intervention Revision 
 Improvement in attainment of outcomes is not dependent upon modification of 
interventions. What could be beneficial is a change in the approach to participants and their 
parents with regard to completing both pre and post-intervention surveys. For example, it could 
be largely beneficial to send follow-up surveys via email at designated intervals in order to 
encourage a response. One could also consider incentivizing response through some sort of 
reward program. 
Expected and Actual Impact to Health System, Costs and Policy 
 Literature strongly supports the high cost of healthcare for overweight and obese 
individuals; particularly those who experience this epidemic in childhood and have the sequelae 
follow them into adulthood. The expected and actual impact of the PHIT clinic interventions on 
weight loss is one positive aspect of the program, but the expected and actual impact of the 
program on self-esteem and body satisfaction is under investigation. Improved psychosocial 
health of youth is a benefit to any health system and can reduce costs both directly and indirectly 
through improved overall well-being and motivation for sustained health maintenance of a 
healthy weight. 
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 The estimated costs of this intervention were minimal as the PHIT clinic simply absorbed 
the cost and integrated study aspects in their daily routine with participants. Economic 
sustainability would likely have minimal costs associated as well, given that follow-up over the 
long-term is not included in the program. The CMH PHIT clinic served as the sole funding 
source for this study. 
Conclusions 
Practical Usefulness 
 Not only are the effects of overweight and obesity in adolescence potentially devastating 
on the physical being of children, they can be equally damaging to the psychosocial being of 
these children. Literature supports that overweight and obese female adolescents suffer from 
lower self-esteem than their normal-weight peers. What is not clear is if the act of weight loss 
aids in reparation of self-esteem levels or rather, a more comprehensive approach by way of a 
weight management program. Through baseline evaluation of self-esteem and then subsequent 
completion of the weight management program within the PHIT clinic followed by post-
intervention self-esteem assessment, a better understanding of the effects of program completion 
on self-esteem can be gleaned. This will be useful to healthcare providers as steps are taken and 
interventions identified to aid children in their battle with being overweight or obese.  
Further Study or Implementation of Intervention 
Because the PHIT clinic is already an established program within the study site hospital, 
no further implementation is needed, however introspection of the entire process in needed to 
ensure desired outcomes. This study could well be extended and expanded through the clinic in 
order to gather a more robust data pool. An interesting concept to evaluate on a long-term basis 
is that of possible commonalities between children who do not complete the program at baseline 
WEIGHT MANAGEMENT AND SELF-ESTEEM 29 
and post-dropout scoring for participants who might enroll in the program and not complete it.  
Longitudinal information about weight maintenance and self-esteem would be beneficial to 
gather as well.  
During the primary investigation phase of this project, provider bias toward overweight 
and obese children was identified as an area of concern. Provider bias could potentially and 
dramatically affect the self-esteem of overweight and obese children and the environmental 
makeup of the clinic where these patients are treated could also have a profound effect on 
willingness to seek care. In a study of 400 physicians, one of every three respondents listed 
obesity as a condition to which they respond negatively. They ranked it behind only drug 
addiction, alcoholism, and mental illness. Those surveyed also associated obesity with 
noncompliance, hostility, weak will, dishonesty, and poor hygiene, further fueling this student 
investigator’s concern that bias could have a negative impact on self-esteem during healthcare 
interactions that should provide comfort and lack of judgement (Friedman and Puhl, 2012).The 
urban pediatric hospital serving as the location for this study is currently conducting provider 
surveys to evaluate the environment for provider bias within the organization.  The student 
investigator is working with the hospital in evaluating provider bias and the affect it might have 
on not only the results of this project, but how bias might affect the system in general.   
The social cognitive theory (SCT) relies on the environment, along with person and 
behavior, as one of the pillars of treatment. The environment of care, in the context of the SCT, 
is particularly important as it is the characteristics of the environment that influence one’s ability 
to successfully complete a behavior. In the case of this project, the healthcare environment must 
be conducive to learning and promotion of change by providing appropriate support. The 
environmental makeup of the clinic where care is given will need to be evaluated using a method 
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called Failure Mode and Effect Analysis (FMEA) to ensure that the proper equipment and 
facilities are appropriate for the care of this population.  Every element from the doorway used to 
enter the clinic to the lab devices used to draw blood will need to be assessed for appropriateness 
in use with obese clients.  Both provider bias and the environment of care were not part of the 
original plans for this project, but in order to ensure the SCT is maximally utilized to guarantee 
optimal care, both aspects must be investigated and results disseminated to primary care sites.  
Dissemination 
The dissemination of the data will be shared with PHIT clinic team members, medical 
directors and other administrative team members at Children’s Mercy Hospital as well as with 
this student investigator’s faculty advisor. There are also plans to submit study findings for 
publication and possibly present at a conference by way of poster and/or podium presentation.  
The goal will be to focus the audience on the basic needs that vulnerable patients face when 
accessing healthcare.  Providing the tools, a welcoming environment and compassionate 
providers aware of the patients’ needs are all necessary to ensure a healthy outlook on life.  
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Appendix A 
Cost Table 
Item(s) Cost Project training luncheon for staff members $200.00 Written materials for staff members $100.00 Clinician training costs (estimations for 30min presentation to 10 staff members) $300.00 Written materials for participants (Study information, Copies of survey, information about available apps) $200.00 AV technology such as projectors, PCs and other items Existing Personnel costs Existing Assessment items for height and weight Existing  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Running Head: ADOLESCENT OBESITY AND SELF-ESTEEM IN FEMALES                                    
Field Code Changed
ADOLESCENT OBESITY          40 
Phillips, (1998). Fat, 
plain, but not friendless: 
Self-esteem and peer 
acceptance of obese pre-
adolescent girls. 
International Journal of 
Obesity 
Purpose: To analyze the 
effect of body weight on 
self-esteem and peer 
approval in pre-
adolescent females. 
Quantitative, Non-
experimental, Cross-
sectional study. Level 4. 
Variables included: Body 
weight, height, desired 
body shape, self-esteem, 
dietary control and peer 
choices of popularity and 
attractiveness. 
Sample consisted of a 
total of 313 girls, all 9 
years of age, from 9 
junior schools in areas in 
the North of England. 
A pictorial scale was used 
for subjects to select body 
shape preferences. The 
girls selected which 
drawing they felt was 
closest to their own body.  
Self-esteem was evaluated 
using the Self-Perception 
Profile for Children, a 36-
item questionnaire with 
documentation of good 
reliability. Dietary restraint 
was measured using the 
Dutch Eating Behavior 
Questionnaire, consisting 
of 33 items. A peer 
nomination questionnaire 
was developed to measure 
peer choices, so no 
reliability data was 
available. 
Both obese and overweight 
girls had lower self-esteem 
than normal weight girls in 
relation to physical 
appearance and athletic 
competence.   Body weight 
was shown to have no 
impact on how the girls 
determined the impact of 
self-esteem domains. 
Participants with higher 
body weight were less likely 
to be called “pretty” by their 
peers, but did not differ in 
their popularity. 
MANOVA was used to 
evaluate the effects of 
weight on measures of self-
esteem, and one-way 
ANOVA, Kruskal-Wallis and 
Mann-Whitney U tests were 
used as well. Multiple 
regression analysis used to 
evaluate predictors of 
popularity and 
attractiveness. 
Higher body weight 
is associated with 
lower self-esteem, 
and this was related 
to both physical 
appearance and 
athletic competence. 
Overweight and 
obese girls were also 
rated by peers as less 
attractive. This 
information is useful 
to providers so that 
steps can be taken to 
preserve self-esteem 
and self-worth. 
Limitations: 
Generalizability of 
findings would be 
difficult due to the 
limited area of the 
study. Also, the n 
was relatively large, 
but only 16 of the 
participants were 
classified as “obese.” 
Almeida, (2012).  Body 
image and depressive 
symptoms in 13-year-old 
adolescents. Journal of 
Pediatrics and Child 
Health.  
 
Purpose: To evaluate the 
difference between 
perceived and ideal body 
image and depressive 
symptoms in a sample of 
urban 13-year-old 
adolescent. Additional 
purpose was to evaluate 
the possible altering 
effect of BMI in this 
relationship. 
Quantitative, non-
experimental;  
Cohort Study, Level 4.  
Variables: Body 
Dissatisfaction and 
Depressive symptoms, 
gender and BMI 
The study was 
conducted in Porto, 
Portugal and carried out 
under the EPITeen 
cohort. 
Sample-1688 
adolescents, 
represented at every 
public and private school 
in Porto. 
The Beck Disorder 
Inventory was used to 
evaluate depressive 
symptoms. This tool 
consists of 21 items, 
scored from 0-3; Reliability 
coefficient of 0.86. The 
Figure Rating Scale was 
used to evaluate perceived 
body image, and this 
inventory consists of nine 
body figure drawings, each 
with a scoring scale of 1-9. 
Authors state it has good 
test-retest reliability. 
Body image dissatisfaction 
was found to be more 
significant than actual 
weight in predicting 
depressive symptoms. The 
relationship between 
depressive symptoms and 
body satisfaction was similar 
in both overweight and non-
overweight participants. 
When comparing two 
independent samples, the 
Mann-Whitney and the 
Kruskal-Wallis tests were 
used. Chi-square test was 
used to compare 
proportions and linear 
regression coefficients 
quantified the relationship 
between BMI scores and the 
differences in figure ratings. 
 
Unable to determine 
whether or not body 
dissatisfaction 
actually precipitates 
depressive 
symptoms or if the 
opposite is true. 
Understanding this 
relationship more 
fully could provide 
interesting and 
useful information 
considering the 
increasing pressure 
about appearance 
and body image and 
the increasing 
prevalence of 
depression. 
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Xie, (2010). Overweight, 
body image and 
depression in Asian and 
Hispanic adolescents. 
American Journal of 
Health Behavior. 
Purpose: Investigation of 
the relationship 
between overweight 
status, body image 
dissatisfaction and 
depressive symptoms 
Quantitative, non-
experimental; 
Prospective study, Level 
4, Variables included 
level of body image 
dissatisfaction, 
depressive symptoms, 
overweight status, 
ethnicity and 
acculturation. 
1155 Asian and Hispanic 
students from the 
Greater Los Angeles area 
comprised the study 
population. 
Demographic data, 
smoking status, weight 
and height were 
obtained in both 7th and 
8th grade.   
The Center for 
Epidemiological Studies 
Depression Scale 
(Cronbach Alpha 0.87) was 
used to gauge depressive 
symptoms; Acculturation 
for Adolescents in a 
Multicultural Society 
(Cronbach Alpha 0.86) 
used to measure 
acculturation; Collins Body 
Figure Perception Scale 
(Cronbach Alpha not 
available) used to measure 
body image 
satisfaction/dissatisfaction.  
 
 
Body image 
dissatisfaction and 
depressive symptoms 
found to be at levels 
considerably higher in 
females than males, 
although overweight 
prevalence was 
significantly lower in 
females than males 
(p<0.01). 
Multiple-group 
structural equation 
models (SEM) analyses 
used 
One of the limitations of 
this study was limited 
cultural exploration, 
which could make 
generalizability difficult. 
However, the 
information could 
contribute to a better 
understanding of the 
relationship between 
overweight and 
depressive symptoms in 
adolescents. 
 
Van den Berg, (2010). 
The link between body 
dissatisfaction and self-
esteem in adolescents: 
Similarities across 
gender, age, weight 
status, race/ethnicity 
and socioeconomic 
status. Journal of 
Adolescent Health. 
Purpose: To examine 
variance in the 
relationship between 
body dissatisfaction and 
low self-esteem. A 
secondary purpose was 
to investigate the 
longitudinal change in 
the relationship 
between body 
dissatisfaction and low 
self-esteem. 
 
 
Quantitative, non-
experimental; 
Longitudinal study, level 
4. Variables included 
body dissatisfaction, 
self-esteem, BMI and 
weight status, and socio-
demographic 
characteristics. 
4746 adolescent 
participants in the 
Minneapolis-St. Paul 
area were studied from 
Project EAT, which was a 
school-based study. The 
sample exhibited 
racial/ethnic and socio-
economic diversity 
Body dissatisfaction was 
measured with an adapted 
Body Shape Satisfaction 
Scale, which used a a 5-
point Likert scale 
(Cronbach Alpha 0.93 for 
boys and 0.92 for girls; 
0.93 for both age cohorts; 
0.91-0.93 in all weight 
status groups; 0.92-0.93 
for race/ethnicity groups 
and 0.91-0.93 for 
socioeconomic levels).  
Self-esteem 
measurements were 
obtained using a modified 
Rosenberg Self Esteem 
Inventory. This scale 
contains 6 items on a 4-
point scale (Cronbach 
Alpha ranged from -.72 to 
0.81for all categories). 
Self-reporting used to 
obtain socio-demographic 
characteristics. 
 
Findings suggest a 
strong relationship 
between negative body 
satisfaction and self-
esteem and this was 
noted regardless of sex, 
age, weight status, or 
other cultural or socio-
economic status.  
Descriptive statistics 
were used to evaluate 
all variables, and 
comparisons of body 
dissatisfaction and self-
esteem scores within all 
sub-groups were 
performed with 
Scheffe’s test. 
Limitations: Reduced 
power is possible due to 
small sample size. Since 
the study was 
correlational, the 
direction of the 
associations could not 
be determined. 
Findings reinforce the 
importance of talking to 
adolescents of all 
backgrounds and in all 
age groups about body 
image concerns. 
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Goldfield, (2010). Body 
dissatisfaction, dietary 
restraint, depression and 
weight status in 
adolescents. Journal of 
School Health 
Purpose: To examine 
maladaptive eating 
behavior, body 
dissatisfaction and 
depressive symptoms. 
Quantitative, non-
experimental; 
Correlational study, level 
4. Variables were body 
image, eating behavior, 
mood, and weight status.   
1491 study participants 
from more than 20 
middle schools and high 
schools in and near 
Ottawa, Canada, from 
grades 7-12, were 
included using a 
convenience sample. 
Tools used included the 
Body Esteem Scale for 
Adolescents and Adults 
which is a 5-point Likert 
scale ranging from 0-4 
(Cronbach Alpha 0.75-
0.96); The Dutch Eating 
Behavior Questionnaire, 
a 5-point Likert scale 
(Cronbach Alpha 0.79-
0.95); and The Child 
Depression Inventory, a 
3-point (Cronbach Alpha 
0.71-0.89). 
Findings indicate that 
associations exist 
between body image and 
body weight status. 
Obese youths 
demonstrated poorer 
body image as well as 
more depressive 
symptoms, a higher 
degree of negative self-
esteem and more 
significant depressive 
scores than their 
overweight and normal 
weight peers.   Several 
MANOVAs were used to 
examine relationships 
between factors. 
Results may not be 
generalizable to students 
outside of Canada. Since 
the data were cross-
sectional, causality could 
not be concluded. The 
findings could aid in the 
development of 
screening, health 
promotion and 
prevention programs for 
obese youth. 
Neumark-Sztainer, 
(2010). New Moves-
Preventing weight-
related problems in 
adolescent girls. 
American Journal of 
Preventive Medicine 
Purpose: To evaluate an 
in-school program (New 
Moves) intended to 
curtail weight-related 
issues in adolescent 
females. 
RCT, Experimental, Level 
2. Variables include: 
Body fat percentage, 
BMI, both physical and 
sedentary activity, 
nutritional consumption, 
eating habits, unhealthy 
weight control habits 
and body/self-image 
Sample included 356 
girls from the 
Minneapolis/St. Paul, 
MN area. There were 
both 6 intervention and 
6 control high schools. 
More than 46% of the 
girls were either 
overweight or obese. 
Physical and sedentary 
activity was evaluated 
using the 3-Day Physical 
Activity Recall survey; 
nutritional intake was 
evaluated using dietary 
recall; All other variables 
were measured with the 
New Moves survey. Most 
survey items had high 
reliability and/or validity. 
The program studied did 
not contribute to 
significant changes in 
body fat or BMI. 
Improvements were 
noted in sedentary 
activity, eating habits, 
unhealthy weight control 
habits, and body/self-
image. p-values were 
derived from the 
associated t-statistic, but 
were not adjusted for 
multiple testing. 
Girls participating in the 
New Moves program 
decreased their reliance 
on unhealthy weight 
control behaviors. They 
also demonstrated 
improved body image 
and self-worth. 
Limitations included the 
need for a longer follow-
up period and use of 
self-recorded 
information. 
Pesa, (2000). 
Psychosocial differences 
associated with body 
weight among female 
adolescents: The 
importance of body 
image. Journal of 
Adolescent Health. 
Purpose: To determine if 
overweight female 
adolescents differ from 
their peers with respect 
to a set of psychosocial 
factors. 
Quantitative, Non-
experimental, 
Correlational study, Level 
4. Variables included 
BMI, depression, self-
esteem, school factors 
and family factors. 
3197 female subjects 
were included in the 
study; all part of the 
National Longitudinal 
Study of Adolescent 
Health. The sample was 
taken from a total of 80 
high schools 
Measures: BMI, 
depressive symptoms, 
self-esteem, school 
difficulties school 
connectedness, 
connection with family, 
connection with 
community, autonomy, 
protective factors and 
academic performance. 
Reliability and validity 
tested using Cronbach 
alpha and factor analysis. 
MANOVA used, and 
results demonstrated 
significant differences 
between groups in 
psychosocial factors.  
ANOVA used to evaluate 
differences in 
psychosocial factors 
between groups 
Overweight female 
adolescents appear to 
exhibit low self-esteem, 
possibly due to body 
image. This information 
is useful as attention is 
focused on encouraging 
healthy nutritional and 
physical activity habits. 
Youths should be 
encouraged to recognize 
all their strengths-not 
just those related to 
physical appearance or 
body type. 
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Erfle, (2015).  Effects of 
daily physical education 
on physical fitness and 
weight status in middle 
school adolescents. 
Journal of School Health. 
Purpose: Report the 
outcomes of the ASP 
evaluation. Secondary 
purpose is to add to the 
knowledge base related 
to what is known about 
the impact of daily 
physical activity and 
weight status. 
Quantitative, Quasi-
Experimental, Level 3. 
Variables included 
physical fitness and 
weight status. 
Study participants were 
Pennsylvania middle 
school students (6-8th 
grade).  9722 students 
and 4881 students were 
in the intervention and 
control groups 
respectively. Intervention 
Schools were 
competitively selected 
for their obesity rates 
which were higher than 
the statewide average. 
Physical fitness was 
evaluated using the 1-
mile run time, curl-ups, 
and push-ups. No reports 
of reliability available. 
Findings: Thirty minutes 
of daily physical activity 
could be an effective 
strategy to improve 
health. 1-sample t-test 
was performed on each 
measure to look at 
changes within groups. 
Multiple linear regression 
analysis assessed the 
effects of daily physical 
activity on BMI.  
Independent samples t-
tests used to determine 
differences between 
groups on each measure.   
Usefulness: Study 
supports an in-school 
initiative to reduce 
impact of behavioral risk 
factors and childhood 
obesity. Limitations: 
Compliance was not 
monitored, so program 
adherence was 
unknown; Time spent 
involving moderate-to-
vigorous physical activity 
was not evaluated and 
physical activities 
outside of school were 
not assessed. 
Lubans, (2012). 
Preventing obesity 
among adolescent girls: 
One year outcomes of 
the nutrition and 
enjoyable activity for 
teen girls (NEAT Girls) 
cluster randomized 
controlled trial. Archives 
of Pediatrics and 
Adolescent Medicine. 
Purpose: Assessment of 
the effectiveness of a 12-
month school-based 
obesity prevention 
program for adolescent 
girls. 
RCT, Experimental, Level 
2. 
Sample was comprised of 
357adolescent girls, ages 
12-14 years. Study was 
conducted in 12 
secondary schools in 
New South Wales, 
Australia; all in low-
income communities. 
Measures included BMI, 
BMI z-score, body fat 
percentage, physical 
activity, time spent 
watching television or 
playing video games, 
nutritional intake and 
self-esteem. Australian 
Eating Survey, The 
Adolescent Sedentary 
Activity Questionnaire 
and Marsh’s Physical 
Self-Description 
Questionnaire also used. 
After 12 months, 
changes in BMI, BMI z-
score and percentage 
body fat indicated favor 
toward the program, but 
no statistical significance 
was identified. Decrease 
in screen time was 
statistically significant. 
Differences between the 
groups were evaluated 
using chi squares and 
independent samples t-
tests. 
Usefulness: No 
significant reduction in 
BMI noted, but changes 
in body composition 
possibly associated with 
improved health 
outcomes. Limitations:  
Setting was low-income 
only, minimal utilizable 
pedometer data was 
available, dietary intake 
tool lacked sensitivity 
and screen time self-
reported. 
Neumark-Sztainer, 
(2006). Does body 
satisfaction matter? Five-
year longitudinal 
associations between 
body satisfaction and 
health behaviors in 
adolescent females and 
males. Journal of 
Adolescent Health. 
Purpose: Examined the 
longitudinal relationships 
between body 
satisfaction and weight-
related behaviors 
Quantitative, Non-
experimental, 
longitudinal cohort 
study, Level 4. Variables 
include: Body 
satisfaction, weight 
management behaviors, 
binge eating, smoking, 
physical activity, fruit and 
vegetable intake, BMI 
and sociodemographics. 
1130 males and 1386 
females from 31 schools 
in Minnesota were 
included in the study, all 
of whom completed 
surveys for both a prior 
study and the current 
study. 
10-item Body Shape 
Satisfaction Scale with a 
1-5 Likert scale used; 
Cronbach alpha = .92. 
Dieting, weight 
management behaviors 
and binge eating were 
assessed with yes/no 
questions. Smoking 
assessed by evaluating 
frequency. Physical 
activity assessed with a 
modified Leisure Time 
Exercise Questionnaire. 
Fruit and vegetable 
intake assessed with the 
Youth and Adolescent 
Food Frequency 
Questionnaire. 
In females, lower body 
satisfaction predicted 
aggressive dieting, 
unhealthy weight control 
and binge eating, They 
engaged in less physical 
activity and consumption 
of fruits and vegetables. 
In males, lower body 
satisfaction was 
predictive of more 
aggressive dieting, and 
binge eating. This 
population also 
experienced lower levels 
of physical activity.  
Descriptive summaries 
used, as were general 
linear models. 
General findings indicate 
lower body satisfaction 
does not necessarily 
motivate engagment in 
healthy weight 
management behaviors. 
Lower body satisfaction 
predicts risky behaviors 
for weight gain and 
poorer health. 
Limitations include: 
Attrition from the 
original study, self-
reporting on surveys and 
inability to establish 
causality 
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Sullivan, L. (2010). The 
last one picked: 
Psychological 
implications of childhood 
obesity. The Journal for 
Nurse Practitioners. 
Discussion regarding the 
psychological 
implications of obesity in 
children. 
Qualitative, non-
experimental, Review. 
Level 5. 
No search strategies 
listed, nor were 
inclusion/exclusion 
criteria listed for this 
review. 
No validated scoring 
system used. 
The importance of praise 
from healthcare 
providers was 
emphasized. Family 
psychotherapy is also 
encouraged in order to 
understand the myriad 
of other problems that 
often accompany 
obesity. 
Limitations: Treatment 
must take into 
consideration underlying 
illnesses such as 
behavior and emotional 
problems. Usefulness: 
Full understanding of the 
detrimental impact of 
obesity on the 
psychological well-being 
of children. 
Griffiths, (2010).  Self-
esteem and quality of life 
in obese children and 
adolescents: A 
systematic review. 
International Journal of 
Pediatric Obesity. 
The purpose was to 
explore the relationship 
between pediatric 
obesity, self-esteem and 
quality of life. 
 
Systematic Review-
Quantitative. Level 5. 
Variables included   
Athletic/physical 
competence, physical 
appearance, social 
acceptance, behavioral 
conduct, 
cognitive/scholastic 
competence, global self-
esteem, gender and 
ethnic differences, other 
medical problems.  
 
All cross-sectional, 
prospective and 
intervention studies 
exploring the 
relationship between 
obesity and self-esteem 
or quality of life in 
youths were explored.   
 
NA Pediatric obesity has a 
significant impact on 
self-esteem and quality 
of life. The components 
primarily affected by 
childhood obesity were 
physical competence, 
appearance and social 
functioning. 
Improvements occurred 
both with and without 
weight loss, the need for 
further investigation.  
 
 
One of the limitations 
identified was the strict 
inclusion criteria which 
could   have led to some 
studies being unduly 
excluded. The usefulness 
lies in this reviews  look 
at the competences 
specifically affected, 
especially the  
perception of physical 
appearance, athletic 
competence and social 
functioning.  
Swallen, (2005). 
Overweight, obesity and 
health-related quality of 
life among adolescents. 
Pediatrics 
Investigation of the 
association between 
obesity and quality of life 
in a sample of 
adolescents. 
Quantitative, Non-
experimental, cross-
sectional study, Level 4. 
Variables were BMI, and 
4 dimensions of health-
related quality of life: 
general health, physical 
health, emotional health 
and  school and social 
functioning. 
Subjects obtained from 
the Add Health Wave 2 
public use subsample 
(n=4827). 
General health and 
physical health were 
assessed through simple 
questions requiring self-
reporting on a Likert type 
scale. Emotional health 
was assessed using 
portions of the Center 
for Epidemiological 
Studies Depression Scale 
and Rosenberg’s self-
esteem scale. School and 
social functioning 
assessed from a 
shortened version of the 
Add Health survey, and 
this had a Cronbach’s 
alpha of .73. 
The relationship 
between BMI and 
general health was 
statistically significant, 
but the relationship 
between BMI and 
psychosocial outcomes 
was not. Both 
overweight and obese 
adolescents had 
significantly poorer 
health according to their 
self-reports. Functional 
limitations were more 
prevalent in the 
overweight and obese 
population. Analyses 
completed using 
descriptive statistics. 
 
This information is useful 
because it was 
conducted with a 
nationally representative 
sample. The sample was 
also diverse which 
allowed researchers to 
examine varied effects of 
BMI by a number of 
factors. Limitations 
included self-reporting, 
and the school-based 
sample excluded those 
not in school 
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Zeller, (2006). Predictors 
of health-related quality 
of life in obese youth. 
Obesity. 
Identify health-related 
quality of life (HRQOL) 
scores, depressive 
symptoms and perceived 
social support in a 
sample of obese children 
and adolescents. An 
additional purpose was 
to evaluate the degree of 
agreement between 
study participants and 
their parents regarding 
HRQOL. Lastly, another 
purpose was to find 
predictors of improved 
HRQOL youth classified 
as obese. 
Quantitative, non-
experimental, 
correlational study, Level 
4; Variables include 
pediatric quality of life, 
depression, and 
perceived social support. 
166 obese youth (and 
parents) referred to a 
pediatric weight 
management program. 
Demographic 
Background 
Questionnaire used; 
PedsQL (internal 
consistency reliability 
coefficients at or > .70); 
CDI (depression 
inventory) used and has 
extensive data to 
support validity and 
reliability; Perceived 
SSSC also used to assess 
perceived support with 
good internal 
consistency (0.72-0.88);. 
Z-tests used to compare 
scores between healthy 
youth and obese youth. 
Intraclass correlations 
and paired Student’s t-
tests used to compare 
parent and child reports 
of HRQOL. Paired 
Student’s t-tests used to 
identify differences in 
perceived social support. 
Results: Poor HRQOL was 
prevalent in all domains. 
Obese youth showed 
significant deficiencies in 
HRQOL compared with 
normal-weight youth. 
Limitations: Only families 
seeking treatment 
involved in study. The 
tight range of weight 
status (BMI  
>/=95th percentile) 
evaluated only obese 
children and their 
psychosocial functioning 
and perceived social 
support rather than the 
overweight population as 
well. Usefulness includes 
clear impact of obesity 
on HRQOL regardless of 
respondent (youth, 
parent, racial group). 
Boutelle, (2010). Obesity 
as a prospective 
predictor of depression 
in adolescent females. 
Health Psychology 
Evaluation of the 
possibility that  
overweight and obesity 
increases the risk for 
future depression in 
females during 
adolescent years. 
Quantitative, non-
experimental;  
Longitudinal Study, Level 
4. Variables were 
depression and weight 
status. 
Sample consisted of 496 
adolescent girls in the 
Austin, TX area from 
both 4 public and 4 
private middle school. 
Ages ranged from 11-15 
and  height and weight 
were measured annually 
for 4 years. 
The Schedule for 
Affective Disorders and 
Schizophrenia for School-
Age Children was used in 
this study.  Response 
options for this scale 
ranged from 1 to 4. 
Internal consistency 
Cronbach alpha of .68-
.85.  
 
No significant 
associations with 
overweight and obsess 
adolescents and major 
depression; Relationship 
found between obese 
status and depressive 
symptoms. Repeated 
measures logistic 
regressions used. 
 
Limitations included only 
one report of depression 
and the subjective, self-
reporting that occurred 
in interviews. Findings 
are useful as we consider 
that weight status might 
not be a lone stressor, 
but very well could 
contribute to self-esteem 
or body satisfaction 
issues that could in turn 
contribute to risk for 
depression. 
Styne, (2017). Pediatric 
obesity- Assessment, 
treatment and 
prevention: An 
endocrine society clinical 
practice guideline. 
Journal of Clinical 
Endocrinology and 
Metabolism. 
To formulate clinical 
practice guidelines for 
the assessment, 
treatment and 
prevention of pediatric 
obesity. 
EBP Guideline based on 
SR, Level 1. 
The Endocrine Society-
appointed Task Force 
consisted of 6 experts, a 
methodologist and a 
medical writer. 
Grading of 
Recommendations, 
Assessment, 
Development and 
Evaluation approach 
used to explain the 
strength of 
recommendations and 
evaluate the quality of 
evidence. The task force 
used the best available 
evidence from published 
reviews and studies in 
their development. 
Prevention of pediatric 
obesity through 
promotion of a healthful 
diet, physical activity and 
environment should be a 
primary goal. 
Recommendations for 
diagnosing overweight 
and obesity, genetic 
obesity syndromes, 
prevention of obesity 
and treating obesity 
published. 
Limitations: Additional 
research into effective 
methods for preventing 
and treating pediatric 
obesity is needed. Also 
needed are more studies 
to better understand the 
genetic and biological 
factors that can cause an 
obese individual to 
manifest one 
comorbidity vs. another. 
Usefulness includes the 
clear guidelines 
presented. 
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American Nurse 
Practitioner Foundation 
(2013). Nurse 
practitioners and the 
prevention and 
treatment of adult 
obesity. 
To present guidelines 
and recommendations 
for the prevention and 
treatment of adult 
obesity. 
EBP Guideline based on 
SR, Level 1. 
The American Nurse 
Practitioner Foundation 
created a panel of NPs in 
January of 2013 to 
recommend strategies 
and focus on best-
practice 
recommendations.   
Recommendations 
developed through use 
of the Simply Health and 
Practice (SHIP) initiative 
were used to focus on 
physical activity, 
nutrition, wellness and 
disease management 
from the vantage point 
of NPs. 
Patients do not 
necessarily seek 
treatment for obesity 
unprompted, so 
providers must 
proactively and 
effectively address 
obesity and related 
medical conditions at 
any given opportunity. 
Limitations: Social 
stigmas of prescribing 
obesity medications or 
treatments. 
Sharpe, L. (2016). Quick 
screen to intervene: 
Starting the conversation 
about pediatric obesity. 
The Journal for Nurse 
Practitioners. 
To report the results of 
implementing the 
Starting the 
Conversation (STC) 4-12 
in a primary care setting. 
Quantitative, non-
experimental, quality-
improvement study. 
Level 6. Variables 
included BMI and STC 
scores. 
Convenience Sample of 
60 children ages 3-16 
being seen for routine 
medical care at a school-
based community health 
center located in rural 
North Carolina 
STC 4-12 tool used, 
which consists of 20 
questions, each with 3 
Likert-type responses. 
Tool has a reliability 
coefficient of .75 and has 
been previously 
validated. 
No findings were 
statistically significant, 
but total STC score 
decreased (lower scores 
indicate healthier 
intervention) from pre-
intervention to post-
intervention, indicating a 
positive change in 
dietary habits or physical 
activity. BMI decreased 
as well. The STC-4-12 can 
quickly and efficiently 
identify dietary patterns 
and barriers to healthy 
eating and physical 
exercise and provide 
opportunities for 
targeted interventions. 
Usefulness: Analysis 
identified barriers to 
healthy weight, which 
might be useful from an 
educational perspective. 
The STC 4-12 proved to 
be a valuable tool in 
facilitating a 
nonthreatening 
discussion with pediatric 
patients and families. 
Limitations: Different 
parents could have 
completed the STC form 
pre and post-
intervention. Responses 
from parents could have 
been biased. Another 
limitation was the lack of 
specification about the 
serving size of 
sweetened drinks and 
food portions. 
Gauthier, (2014). 
Starting the 
conversation: A health 
information technology 
tool to address pediatric 
obesity. The Journal for 
Nurse Practitioners. 
Introduce an innovative 
Health Information 
Technology (HIT)-based 
approach to address 
obesity. 
Secondary purpose was 
to discuss  how this HIT 
can be used in a non-
traditional setting. 
Non-experimental, 
Integrative Review, Level 
7. 
The Heartsmart Kids 
(HSK) HIT based decision 
support system was 
evaluated. 
The HSK compares 
reported lifestyle details 
with clinical practice 
guidelines. Once 
completed, it provides a 
HeartPrint which 
consists of CDC growth 
charts. 
Review of the tool 
suggests it is an strong 
example of innovative 
technology that can be 
used in practice by both 
nurses and nurse 
practitioners. Authors 
suggest this tool is a 
strong addition to the 
NP’s toolkit. 
Limitations: Review did 
not specify which clinical 
practice guidelines are 
used for comparison, 
although they are listed 
in the references 
section. It does offer a 
practical suggestion to 
use in practice. 
  
ADOLESCENT OBESITY          47 Seal, N. & Broome, M. (2011). Evidence-based interventions for pediatric weight control. The Journal for Nurse Practitioners. 
Provide PNPs with better understanding of how to evaluate the generalizability of recent RCTs that demonstrated significant long-term weight control in children and adolescents. 
SR, Quantitative, Non-experimental. Level 5. There were no variables manipulated in this review. 
2 phases: First phase was an in-depth review of studies in a meta-analysis of 64 studies. Only 6 studies met researcher criteria and were included in this review. The second phase was an evaluation of a framework applied to assess the generalizability of the selected interventions. 
Inclusion and exclusion criteria were identified for each trial, as were sample size and drop-out rates. BMI, weight, waist circumference measurements for 12 months or longer were the inclusion criteria. 
Most of the long-term significance failed to show improvement; however, 6 significantly improved; 4 were lifestyle changes and 2 were drug trials. 
Usefulness: Evidence demonstrates that family-based lifestyle interventions w/behavior modifications focused on modifying diet and exercise patterns can prompt significant weight loss. Limitations: NP must have a clear understanding of selected interventions and how they will work in the setting, with the particular culture and given the resources available. Taveras, (2011). Randomized controlled trial to improve primary care to prevent and manage childhood obesity. Archives of Pediatrics and Adolescent Medicine. 
Purpose was examination of the effectiveness of an obesity treatmentintervention based in a primary-care setting. Evaluation occurred over the first year of a 2-year study. 
Quantitative, Experimental, cluster RCT. Level 2. Variables included: BMI, daily television and video viewing; daily sugar sweetened beverage intake, fast food frequency, daily fruit/vegetable intake. 
Setting: 10 primary care pediatric practices. 5 clinics were intervention locations and 5 provided usual care. Sample: children aged 2-6.9 years with a BMI in the 95th percentile or higher. Children also included if their BMI was in the 85th -<95th percentile and at least one parent was overweight. 
Primary outcome was BMI from baseline to one year.  Previously validated questions used to assess daily television and video viewing. Sugary beverage intake evaluation performed with valid questionnaire. Fast food intake was measured using one question associated with BMI in an adolescent cohort. Daily fruit/vegetable intake and outdoor physical activity time also measured. 
Results: When compared with children who received usual care, the intervention group had a small, nonsignificant change in BMI, greater decreases in reported television viewing, and slightly higher reductions in fast food and sugar-sweetened beverage consumption. Post-hoc analysis found significant effects on BMI in girls, but not boys. Among participants with lower household incomes., significant effects found on BMI. 
Usefulness: Identification of gender differences and consideration given to the effect of income. Limitation: Narrow age range of the subjects, but perhaps study could be repeated in older children for translation. Another limitation identified as the EMR-it was not available in all pediatric practices. Parental report of behaviors rather than objective measures are considered another limitation. 
ADOLESCENT OBESITY          48 Reilly, (2006). Obesity in childhood and adolescence: Evidence based clinical and public health perspectives. Postgraduate Medical Journal. 
Summarization of recent systematic reviews related to best evidence in the treatment of childhood and adolescent obesity. 
SR-Quantitative, Non-experimental, Level 5. Variables discussed include BMI, obesity consequences, obesity perceptions and preventive interventions. 
Recent Cochrane reviews on prevention and treatment of pediatric obesity were evaluated, as were recent SRs and critical appraisal exercises. 
None reported Principal consequences of pediatric obesity compiled, as were treatment guidelines, key points and key references. 
The evidence base on strategies for prevention and treatment is limited at present, highlighting the need for greater research on improved approaches to prevention and treatment across the world. Calamaro, (2009). Depression and obesity in adolescents: What can primary providers do? The Journal for Nurse Practitioners. 
Discuss the relationship between obesity and depression in the adolescent population and examine ways primary care providers can  incorporate obesity treatment and management into practice. 
SR, Quantitative, non-experimental, Level 4. Variables include: Depression, self-image, sleep, sedentary behavior, appetite and food intake. 
No search strategies listed, nor were inclusion/exclusion criteria listed for this review. 
NA Conclusion: To address the complex concerns (both physical and psychological) related to obesity and depression in children, primary care providers must take a more proactive approach to prevent overweight and obesity and initiate early intervention. Collaboration across professional groups is also encouraged in these efforts to prevent and treat childhood obesity. 
Usefulness: Clinical Implications, including both primary care approach and referral process were clearly identified. Limitations include an absence of a scientific foundation mentioned, although the information is quite valuable. 
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Appendix C 
Logic Model 
Logic Model for DNP Project   
Student: Jason Moburg, RN, BSN 
Inquiry, PICOTS:  In adolescent females classified as overweight or obese, does participation in a weight loss program yield a significant improvement on 
self-esteem from baseline measurement to post-intervention measurement following 3 months of treatment in a weight management clinic? 
 
Inputs  Intervention(s) Outputs  Outcomes -- Impact  Activities Participation  Short Medium Long 
Evidence, sub-topics 
1. Self-Esteem/Self-Concept, Body 
Image, Depressive Symptoms: 
Overweight and obese 
adolescent females have been 
shown to have poorer self-
esteem/self-concept, poorer 
body image and more depressive 
symptoms than their normal 
weight peers.    
2. Quality of life: Although findings 
pertaining to the different 
domains were inconsistent, 
quality of life in adolescent 
females is negatively affected in 
overweight and obese youths. 
3. Weight Loss Programs: Good 
benefit from multi-component 
programs achieved-components 
should address nutrition, self-
empowerment, physical activity 
and involvement of family and 
other support persons. 
4. Evidence-Based Guidelines: 
Must include prevention, 
diagnosis and treatment. 
Prevention and treatment 
recommendations involve 
lifestyle modification to include 
healthy eating habits and 
physical activity. Diagnosis 
 EBP intervention 
which is 
supported by the 
evidence in the 
Input column   
Participation in a 
weight loss 
program will 
positively affect the 
self-esteem of 
overweight and 
obese adolescent 
females. 
 
Major steps of the 
intervention  
1. Identify 
adolescent 
females between 
the ages of 12 and 
17 who meet CDC 
BMI criteria for 
being overweight 
or obese 
2. Obtain baseline 
self-esteem 
measurement 
3. Education of 
patient and family 
The participants 
(subjects)   
Adolescent 
females between 
the ages of 12 and 
17 years who meet 
BMI criteria for 
being overweight 
or obese according 
to CBC guidelines 
 
 
Site  
Pediatric urgent 
care setting in the 
north part of 
Kansas City, MO 
 
Time Frame 3 
months of 
participation in 
PHIT clinic, but 
total anticipated 
time frame for 
project is 8-10 
months. 
 
Consent or 
assent Needed  
 (Completed during 
DNP Project)  
 
Outcome(s) to be 
measured 
Primary: Self-esteem 
both pre-and post-
weight management 
program 
participation-is there 
significant 
improvement 
following program?  
Secondary: 
Sustained 
involvement in the 
program-is there a 
correlation with 
baseline self-
esteem? 
 
 
 Measurement 
tool(s) 
1. Height and 
Weight for BMI 
calculation 
(after student 
DNP)  
 
Outcomes to be 
measured  
 
1) Follow-up 
assessment of 
self-esteem 
following 
completion of the 
18-week PHIT 
program 
 
2)  Assess 
knowledge of 
referral guidelines 
in CMH providers 
including 
physicians, 
resident 
physicians, 
advanced practice 
nurses and 
physician 
assistants.   
 
3) Assess 
feasibility of 
(after student 
DNP) 
 
Outcomes 
that are 
potentials  
 
1) Evaluate 
self-esteem 
following 
completion of 
2 years’ worth 
of follow up at 
the PHIT clinic  
 
2) Decrease 
healthcare 
costs for 
children with 
PHIT clinic 
referral 
 
3) Improve 
quality of life  
or adolescent 
females 
battling 
overweight 
and obesity  
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involves BMI measurement and 
assessment of comorbidities and 
medications. 
5. Prevention and Treatment: Must 
involve the adolescent’s support 
system and involve multiple 
factors such as healthy eating, 
physical activity and self-
monitoring. 
Major Facilitators or 
Contributors 
1. DNP Student 
2. DNP Advisor 
3. DNP Faculty 
4. Study Participants’ Peers and 
Family Members 
5. Healthcare Providers and Staff 
6. PHIT Clinic 
 
Major Barriers or Challenges 
1. Inadequate number of 
participants due to lack of parental 
support or participant motivation 
2. Reluctance of providers 
3. Participant fear of bias 
on referral to PHIT 
clinic and 
importance of 
participation to 
achieve and 
maintain a healthy 
weight 
4. Participation in 
PHIT program x3 
months 
5.Re-assessment 
of self-esteem 
measurement 
following 3 months 
of participation 
 
 
IRB approval will 
be needed, and 
assent from 
patients/guardians 
will be needed 
since this is a 
pediatric 
population. 
Consent for 
treatment through 
PHIT clinic needed 
 
Other person(s) 
collecting data  
Yes-DNP Student, 
Physicians and 
Advanced Practice 
Nurses employed 
by Children’s 
Mercy Hospital and 
PHIT Clinic staff. 
 
 
Others directly 
involved in 
consent or data 
collection Yes-As 
above 
2. Rosenberg self-
esteem 
assessment 
 
Statistical analysis 
to be used 
1. Chi-square 
2. T-test 
  
reviewing historical 
referral rates to 
PHIT clinic for 
patient meeting 
study criteria in 
order to compare 
with post-study 
referral rates. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5) Improved 
patient and 
family 
satisfaction in 
heathcare and 
time spent 
during 
interactions 
 
6) Improved 
provider 
satisfaction in 
encouraging 
them to take 
time to 
address health 
promotion 
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Appendix D 
Intervention Flow Diagram and Timeline 
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Appendix E 
Theory to Application Diagram 
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Running Head: ADOLESCENT OBESITY AND SELF-ESTEEM IN FEMALES                                    
Appendix F 
Measurement Tool 
 Dr. Florence Rosenberg has given permission to use the Self-Esteem Scale for educational and professional research. 
Running Head: ADOLESCENT OBESITY AND SELF-ESTEEM IN FEMALES                                    
Appendix G 
Definition of Terms 
Adolescent: A young person who is developing into an adult. For the purposes of this study, 
children ages 12-17. 
Body Image: A subjective perception of one's own physical appearance recognized by both by 
self-observation and by the reactions of others. 
Depression: A state of feeling sad. 
Exercise: Bodily exertion for the sake of developing and maintaining physical fitness. 
Female: Characteristic of girls, women, or the female sex. 
Nurse Practitioner: A registered nurse who is qualified through advanced education to engage in 
advanced assessment, diagnosis and treatment of a variety of disease states and illnesses. 
Obesity: A condition characterized by the excessive accumulation and storage of fat in the body. 
Overweight: Excessive or burdensome weight. 
Quality of Life: How good or bad a person’s life is. 
Self-Concept: The mental image one has of oneself. 
Self-Esteem: A confidence and satisfaction in oneself. 
Treatment Guidelines: Expert recommendations based on evidence and research intended to 
guide practice and treatment of conditions and disease processes. 
Weight Management:  The practice of participating in activities and educational opportunities to 
achieve and maintain a body weight considered healthy. 
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Appendix H  
 
Intervention Material, example of education program 
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Appendix I 
 
Recruitment Materials 
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Appendix J (cont.) 
 
Data Collection Template 
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Appendix K 
  
Statistical Analysis  
 Analysis Rosenberg Results 
 
Patient Self-Esteem (Paired t-test) 
  
Pre-Intervention  
Score 
Post-Intervention  
Score  
Level of 
Significance  
30 32 .087 
  
 
 
 
 
  
